Introduction
Since the development of the concept of dementia praecox, and later of schizophrenia, many studies of the outcome of this disorder have been conducted. Mayer-Gross (1932) followed up 328 cases over a period of 16â€"17 years, and Romano and Ebaugh (1938) studied 600 cases over a period of 1â€"4years. (Scho field, 1954; \Taillant, 1964) have tended to suggest that it is the less typically schizophrenic case that has the relatively good prognosis. Indeed, it has been suggested (Fowler et al, 1972 ) that â€˜¿ good prognosis schizophrenia' could more suitably be classed with the affective disorders. Nevertheless, even studies using strict criteria, such as that of Langfeldt (1960) or the follow-up results of the American cohort of the International Pilot Study of Schizophrenia (Hawk et al, 1975; Strauss and Carpenter, 1977 ) find a heterogeneous outcome, and in the American studies the application of various sets of strict diagnostic criteria to the data failed to define a poor outcome group.
The present study concerns 45 patients who fulfilled the diagnostic criteria for central schizophrenia of the Present State Examination (Wing el a!, 1974) and who entered a four-week trial of the efficacy of the isomers of flupenthixol (Johnstone el al, 1978) , in which they were all treated for their acute illness in the same unit by the same staff. The patients were assessed psychophysiologically as well as in terms of their cognitive and social functioning before treat ment was begun and were reassessed at the end of one year. Brockington and Ken dell (unpublished) were applied to the PSE data.
Family histories of psychosis were recorded, and the degree of social isolation was noted in terms of the simple rating shown in Table I . is assessed in terms of three areas, (a) economic status, (b) social liability, (c) selfcare, each being assessed on a 3-point scale. A fourth area, return to work, is also assessed on a 3-point scale, so that if all the ratings are summed the minimum possible score is 4. Patients who scored only 4 were classed as having a good outcome in social terms; those who failed to achieve this score only because they were not economically independent and who lived in circumstances where economic independence
would not be expected were also classed as having a good outcome. The â€˜¿ good outcome' patients were contrasted with the remaining patients.
Results
Follow up assessments were made in 38 of the 45 cases. The limited information on the remaining 7 cases is shown in Table II . Of the 38 patients followed up there were two who scored only 4 on the social functioning assessment but who had been readmitted to
No social contacts other than family members 2 with whom patient lived, or workmates while at work only, with no outside contact.
No social contacts. 3
This need not imply that patient lives alone, but if living with others he is isolated from them, e.g. eats alone, sits in own bedroom, etc.
Skin conductance tests were carried out, the details of which have been fully described elsewhere (Frith ci al, 1978) .
The â€˜¿ memoryfor faces' test, in which the subject is required to recognize ten faces was applied. This is a shortened and modified version of the test designed by Warrington (1974) . Thereafter the patients were randomly and blindly allocated to one of three treatment groups. Each group consisted of 15 patients, who were treated respectively with a-flupen thixol, Ã §3-flupenthixol or placebo for four weeks.
Where necessary additional chlorpromazine was given and a count of the doses in each case was kept. During the four weeks of the trial each patient's mental state was rated at weekly intervals with the Krawiecka scale.
At the end of one year the patients were asked 30 THE OUTCOME OF SEVERE ACUTE SCHIZOPHRENIC ILLNESSES AFTER ONE YEAR in-patient care with a recurrence of psychosis at least once since their discharge from hospital. In this respect these patients differed from the rest of the good outcome group, and it did not seem appropriate to include them. They were, therefore omitted from the calculation of the results which concern 36 patients, 15 with good outcome contrasted with 21 with relatively poor outcome.
(1) Findings concerning clinical and psychological features of the index illness and its treatment.
The features of the Present State Examin ation showed no systematic relationship with social outcome, and the significant relationships were slightly less than would have been expected by chance.
The relationships between other clinical features, response to and requirements for medication, and social outcome are shown in Table III .
There was no significant difference in out come between Feighner-positive and Feighner negative cases or between schizoaffective and non-schizoaffective cases. The patients whose improvement at the end of the four week trial was classed as â€˜¿ good' tended to have a better outcome than those whose improvement was classed as â€˜¿ poor',but this difference was not significant at the 5 per cent level (P <0.1). Similarly, the patients who were treated with placebo during the trial tended to have a better outcome than those in both of the other two groups, but again this result was not significant at the 5 per cent level (P <0. 1). Thus none of the clinical or psychological features of the index illness and its treatment was significantly related to outcome at one year.
(2) Family, historical and socialfactors
The family histories obtained are shown in Table IV .
There are no significant differences between the groups. The presence and number of previous episodes were irrelevant to outcome, as was the length of time since the first psychotic episode. The degree of social isolation on admission, however, was significantly related to outcome at one year at the 1 per cent level: all twelve patients who had a maximum score on social isolation on admission had a poor outcome (Table IV) .
(3) Clinical and psychological features at follow-up
The clinical features at follow-up are shown in Table V .
The presence of nuclear features of schizo phrenia, as assessed by the PSE at follow-up, was significantly related at the 5 per cent level to incongruity of affect and thought disorder) did not achieve significance.
Performance on cognitive tests at follow-up had no relationship with outcome.
Discussion
Although it is perhaps disappointing that our detailed clinical and psychological assessments failed to predict outcome, this result is in keeping with recent reports (Hawk ci al, 1975; Strauss and Carpenter, 1977) . The results also gave no support for the view that the early introduction of anti-psychotic agents is of long term advantage to schizophrenic patients. The failure of clinical features as predictors contrasts with the ability of a very simple and crude rating of social isolation to detect the patient who will have a poor outcome. All the patients with severe social isolation at the time of the index illness showed a poor outcome in social terms one year later.
Possible explanations for this finding are that:
(a) the lack of social support which this rating would imply is a significant factor in pre disposing to a poor outcome. 
adopted.
On the basis of the work of Lilliston (1973) , Depue (1976) has hypothesized that the withdrawn group have a greater probability of brain damage.
In the present study there was no association 1)etWeen poor outcome and poor cognitive functioning either at the time of the acute illness or at follow-up; however, assess ments of cognitive functioning were not detailed and it would appear that this aspect merits further study.
In conclusion, no clinical or psychological feature of the acute illness was identified which could predict outcome at one year. The results suggest that marked social isolation, a char acteristic which tended to be self-imposed, is the best indicator of poor prognosis in social terms and that this poor prognosis is sig nificantly related to the presence of a defect state or of presence of nuclear schizophrenic features.
The possibility is suggested that the assessment of patients in terms of Venables' (1957) activity/withdrawal dimension may be more useful than standard clinical methods in indicating prognosis.
